The calcifying odontogenic cyst was first described by Gorlin et al. who were impressed by the presence of numerous ghost cells. Currently, this particular entity is known as calcifying cystic odontogenic tumor (CCOT). Since its recognition, the lesion is seen occurring both peripherally and centrally in the jaws. Its origin, pathogenesis, and histopathological variations have evoked considerable discussions in the past which has resulted in formulation of various classifications. This paper highlights a case of CCOT in the anterior mandible, the characteristic features, treatment and follow-up are discussed, emphasizing on the series of follow-up radiographs. 
IntroductIon
The calcifying cystic odontogenic tumor (CCOT), which represents 2% of all odontogenic tumors was first described as a distinctive cystic entity by Gorlin et al., in 1962 , was thought to be a possible oral analogue of the dermal calcifying epithelioma of Malherbe. [1] Over the years, various researchers have found that the calcifying odontogenic cyst (COC) has various entities ranging from simple cysts to neoplasms. It was classified as a benign odontogenic tumor, with the SNOMED code 9301/0, in the World Health Organization's (WHO) publication, Histological Typing of Odontogenic Tumours by Kramer et al. [2] There has been a complete re-evaluation of this lesion by many authors with many classifications being put forth. One such major conclusion was put forth by Praetorius et al. was that it comprised two entities: a cyst and a neoplasm. [3] Several classifications have been proposed depending upon the variety of histopathologic features as well as biologic behaviors. Some COCs appear to represent simple cysts whereas others have no cystic features and are regarded as neoplastic. [4] case rePort A 32-year-old male patient presented to the department of oral medicine and radiology with the chief complaint of dull aching type of pain and swelling in the lower front tooth region since 3 years. Patient gave history of trauma to the chin region from a hand pump 5 years ago after which he had mild pain and swelling in the chin region which regressed after about a week.
On extra oral examination, on inspection and palpation no abnormality was detected. On intraoral inspection, diffuse swelling was noted in the labial vestibule irt 31,32,41,42,43 with obliteration of the labial vestibule. Surface appeared smooth and pink, with an area of blanching noted irt 31,41. Hard tissue examination -41 appeared discolored. The swelling was bony hard in consistency except in the region of 41 were it was soft and fluctuant [ Figure 1a ]. 41 was tender on vertical percussion. Based on the above features, a clinical diagnosis of Radicular cyst irt 41 was given. Electric Pulp Vitality test was done, no response irt 41,33. Delayed response irt 31,32,42,43 was noted. FNAC done-the aspirate was dark brown in color.
Intra oral periapical radiographs taken irt 31,32,33,41,42 revealed well-defined radiolucency involving the middle and apical third of the root, surrounded by a sclerotic border. Occlussal radiograph revealed the presence of well-defined radiolucency noted extending from the mesial aspect of 37, crossing the midline till the mesial aspect of 46. Expansion of the buccal and lingual cortical plate was appreciated [ Figure 1b ]. OPG revealed a well-defined radiolucency with scalloped border and sclerotic margin in the mandibular anterior region, extending from the mesial aspect of 37, crossing the midline till the mesial aspect of 46 [ Figure 1c ]. Computed tomography and 3D reconstruction revealed the presence of expansion and perforation of the buccal cortical plate irt 31,32,34,41,42,44,45 with the HU ranging from + 40 to + 120 in the lesional tissue. [ Figure 2a and b]. Based on the above features, a radiographic differential diagnosis of traumatic bone cyst and central giant cell granuloma were given. Incisional biopsy was nonspecific; therefore, surgical enucleation followed by curettage was done and the specimen was sent for histopathological evaluation. 
dIscussIon
CCOT was first described by Rywkind in 1932 who reported a lesion of the jaw which resembled cholesteatoma of the ear. He henceforth called it as cholesteatoma of the jaw. [5, 6] In 1946, it was described as a strange variant of ameloblastoma by Thoma and Goldman. Tomich reported incidence of CCOT as less than two cases per year and recorded a total of 51 cases in 34 years. In 1981 Preatorius et al. proposed that calcifying odontogenic cyst comprises of two entities: a cyst and a neoplasm. [7, 8] In 2008, an international collaborative study distinguished four variants of CCOT. They employed a more objective, comprehensive, and useful classification that would include all the so called COC subtypes (both cystic and solid) under the 2005 WHO guidelines. It was as follows: CCOT type 1 (simple cystic), CCOT type 2 (odontomas-associated), CCOT type 3 (ameloblastomatous proliferation), and CCOT type 4 (associated with benign odontogenic tumors other than odontoma). [9] CCOT is common in the second decade of life. Preatorius and Buchner have drawn attention to a bimodal age distribution with a second peak in the 6--7 th decade of life. [4, 10] There are no particular predilections for either the maxilla or mandible. Canine--incisor portion is the site of occurrence in both jaws and the same was seen in our case also. [10] Studies point out that central COCs occur more common than peripheral lesions by a 3:1 ratio, and they are usually diagnosed in the second decade of life, while the peripheral ones are usually noted after 50 years. In our case, however, it was diagnosed in the 4 th decade of life. [11] R a d i o g r a p h i c a l l y, C C O T i s u s u a l l y a m i x e d radiopaque--radiolucent lesion. It may be unilocular or multilocular. It has been noted in association with impacted teeth in about 10--32% of the cases. Displacement of teeth and resorption of the roots of the adjacent teeth are frequent findings. [12, 13] The same features were noted in this case too. It is thought to occur from the proliferation of remnants of dental lamina. Many authors believe that ghost cells represent normal or abnormal keratinization.
The treatment of cystic lesion involves enucleation with long-term follow up. Recurrence is noted if incomplete cyst removal is done. Prognosis is good for cystic CCOT and less certain for neoplastic variants. This case is currently under follow-up and has remained symptom free for the past one year.
conclusIon
Our case here represents the typical cystic variant of the CCOT which had fully occupied the anterior mandible. This case shows how the appropriate diagnosis and management of a case can prove beneficial for the patient which can be appreciated in the postoperative series of radiographs over a year's time.
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